Recent guidelines have advocated for step-wise treatment of increasing invasiveness in the management of ischaemic priapism though with lowlevel evidences. In the past, proximal shunts were favoured as first-line treatment. We present an African man who had proximal shunt (cavernoso-spongiosal) three decades ago for ischaemic priapism and subsequently had long-term morbidity over the three decades with adverse effect on his quality of life. Recent guidelines appear to be sound despite their limitations and more invasive cavernoso-spongiosal shunts may be associated with significant long-term morbidities and poor quality of life.
Introduction
It is only in the last decade or two that evidences and guidelines have advocated for a step-wise pattern of increasing invasiveness in the surgical treatment of acute episodes of ischaemic priapism [1] . This is practiced without compromising the goal of achieving early detumescence and preservation of erectile function. Three decades ago, many of the patients were treated primarily with proximal shunts often with dismissal of the usefulness of corporal aspiration and irrigation and at the time, no knowledge of the effectiveness of distal shunts [2] . Proximal shunts were popular procedures carried out by surgeons during this period and Quackel's cavernosospongiosal shunt was often hailed as the procedure of choice for ischaemic priapism [2, 3] . Several reports have described urethrocutaneous fistulas as a common early complication of the cavernoso-spongiosal shunt [2, 3] . We report a case of an elderly African man who had long-term morbidity over three decades with associated negative effect on his quality of life following cavernosospongiosal shunt done for ischaemic priapism during his early adulthood.
Patient and observation
A 30-year-old African man with sickle cell trait (AS) developed ischaemic priapism in 1981. He had cavernoso-spongiosal shunt with complete detumescence. However, he developed urethrocutaneous fistula in the early post-operative period which was repaired after six months with Devine-Horton urethroplasty technique. He was subsequently lost to follow-up. Thirty-one years later, he was referred back to the same hospital where he previously had his shunt created by his family physician. The referral followed the finding of a bladder stone in a Pelvic X-ray done when he complained of recurrent pelvic and perineal pains. On further evaluation, he described three decades-long history of bothersome lower urinary tract symptoms (LUTS) and he also had erectile dysfunction(ED) often improvising with digital support for successful vaginal penetration. This resulted in a recurrent acrimonious relationship with his spouse due to unsatisfying sexual intercourse. 
Discussion
Ischaemic priapism is an emergency urologic condition and presents as persistent painful penile erection that continues hours beyond or is unrelated to sexual stimulation [1] . Ischemic priapism is not uncommon in haemoglobinopathies and other haematologic disorders; however, it is rarely reported in those with sickle cell trait [4] . A variety of surgical treatment options are available, all aiming to achieve early detumescence and preservation of erectile function.
Recent guidelines have advocated a step-wise treatment of increasing level of invasiveness though this was made with limited supporting evidence due to rarity of the condition and availability of only small studies or case series [1] .
In earlier times, proximal shunts were created as first-line treatment often with dismissal of the usefulness of less invasive measures as providing only temporary relief [2] . At the time, the pathophysiology of priapism was poorly understood with no knowledge of Page number not for citation purposes 3 the role of vasoconstrictors and distal shunts were yet to be popularized. Cavernoso-spongiosal shunt was a popular surgical procedure for ischaemic priapism three decades ago and several reports have documented urethro-cutaneous fistula as a common complication of the procedure [2, 3] . Some modifications were attempted during this era to prevent this complication with some success [2, 3] . Our patient developed priapism during that era, had cavernoso-spongiosal shunt created and developed urethro- 
Conclusion
Guidelines advocating step-wise treatment of increasing invasiveness for ischaemic priapism appear to be sound despite lowlevel evidence. The more invasive cavernoso-spongiosal shunts may be associated with morbidities not only in the immediate post operative period but also long-term.
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